Teresa J. Eosinophilic gastroenteritis: our recent experience. One-year experience of atypical onset of an uncommon disease. Scand J Gastroenterol 2001;36:1358-1360 Eosinophilic gastroenteritis is an unusual entity that is rarely found in daily clinical practise. Its aetiology is unknown and diagnosis can be made microscopically with evidence of massive eosinophilic in ltration in patients with chronic gastrointestinal symptoms, excluding entities that may cause such ndings (parasitic infestation, medical therapy, in ammatory bowel disease, and so on). Allergic processes are usually associated and these normally respond well to steroids. We present our last year's experience of four women with eosinophilic gastroenteritis with an extraordinary atypical clinical onset. Two of the women presented with an acute abdomen and two with isolated colonic involvement. The management of acute abdomen avoiding surgery and a complete response with azathioprine are the outstanding variables that make our recent cases of special interest. Demographic variables were similar to others reported from our medium, with the exception of a higher incidence of women. Our cases suggest the wide spectrum of clinical presentations and show the high suspicion index needed for a diagnosis that is made by pathologists.
osinophilic gastroenteritis is an uncommon disease, with fewer than 300 cases described in the literature worldwide. Since Kaijser's description in 1937 (1), the aetiology has remained unknown. Several different clinical types have been reported, but they vary greatly among patients. Abdominal pain, vomiting, diarrhoea and abdominal distension due to ascites are the most common manifestations (2) (3) and, by exclusion, clinical diagnosis is making histologic examination mandatory. Eosinophilic in ltration of the bowel wall may be accompanied by peripheral eosinophilia, which is not essential in the assessment of diagnosis, though it is frequent. Mucosal in ltration of eosinophils is usually limited to the antrum of the stomach and the proximal small bowel, and its presence calls for differential diagnosis with Crohn disease, amoebic dysentery, milk-protein-induced colitis, parasitic infestation and connective tissue diseases (4, 5) . We report our recent experience: 4 cases diagnosed in the last 12 months, 2 with an acute abdomen and 2 with an isolated colonic involvement, all of them with atypical onset.
Case Reports

Case 1
A 26-year-old woman allergic to penicillin manifested as urticaria who passed stools with blood, and who had lower right and left quadrant abdominal pain accompanied by nausea and vomiting in the rst 2 days. She denied fever or weight loss. Physical examination revealed only tenderness in lower quadrants without peritoneal signs. Rectal examination was normal.
Laboratory tests showed slight microcytic hypochromic anaemia (haemoglobin 11; MCV 75; RDW 17%) and a white cell count of 9740 (neutrophilis 48%, eosinophils 11.9%). The remaining biochemical values were normal. Stool cultures, including C. dif cile toxin, and parasitic determinations were negative. Colonoscopy revealed petechial dots all along the left colonic mucosa, with no friability when touched. Multiple biopsies presented a rich in ammatory in ltration with more than 90% of eosinophils. Samples taken from the antrum and duodenum showed identical changes.
Case 2
A 24-year-old woman presented with rectal bleeding of 1 month duration and with no other symptoms. Physical examination was normal and laboratory tests revealed only low iron levels. Colonoscopy was performed and showed an erythematous, contact bleeding and ulcerated rectal mucosa. We suspected ulcerative colitis and multiple samples were taken revealing profuse eosinophil in ltration and ulcerated mucosal areas with an isolated rectal involvement. Upper endoscopy showed no evidence of upper gastrointestinal disease. A corticosteroid low-dose course resulted in complete remission of the disease after 1 month, tapering off progressively thereafter.
Case 3
A 47-year-old woman with a previous history of cholelithiasis, appendectomy and depression, allergic to local anaesthetics. Two days before admission she suffered colicky abdominal pain, nausea and alimentary vomiting. On the rst day she presented diarrhoea with no blood, mucus or pus in stools. Physical examination exhibited abdominal tenderness in the right superior quadrant with guarding and increased peristalsis. Routine laboratory tests showed only an elevated white cell count (14 700 per cc) with 89.5% neutrophils and 4% eosinophils. Plain abdominal lms revealed clear signs of small-bowel obstruction. A laparotomy showed abundant ascites and some jejunal loops with venous engorging, one of them thickened, approximately 20 cm in length, that was resected. The pathology revealed a massive eosinophilic in ltration of the bowel wall, con rming the diagnosis of eosinophilic gastroenteritis with transmural involvement. An upper endoscopy ruled out gastroduodenal involvement. This patient had to be managed with azathioprine because steroids worsened her symptoms of depression. Steroids reached remission and azathioprine was dosed after a previous determination of thiopurine methyltransferase (TPMT) enzyme activity, with doses of 2 mg kg ¡1 day
¡1
, keeping remission until today.
Case 4
A 38-year-old woman had presented with abdominal pain, fever and diarrhoea with no blood, mucus or pus, for 1 week. She had been splenectomized 10 years previously because of a pancitopenia due to idiopathic hypersplenism. She also presented secondary amenorrhoea and was allergic to penicillin, manifested as an urticaria in her childhood. At physical exploration, she appeared to be seriously ill, with abdominal diffuse tenderness, more so in the right lower quadrant, where she showed guarding and rebound. She did not present haematological alterations, with normal eosinophil account. Colonic deshaustration was present in plain abdominal lms and an ultrasound study revealed a thickened colonic wall, especially in the caecum and ascending for about 5-6 mm, suggesting the presence of an acute colitis of unknown origin. The patient was admitted to our department for close supervision by surgeons and gastroenterologists and improved with uids and cefotaxime. Colonoscopy revealed an ulcerated, granular and friable mucosa contact bleeding. Multiple biopsies where taken and microscopic examination showed a profuse eosinophilic in ltration (Fig. 1 ). An upper endoscopy was normal, although a profuse eosinophilic in ltration had invaded gastric mucosa at microscopic examination. She had an excellent outcome with steroid treatment that nowadays we keep at low doses. In subsequent laboratory tests she has presented eosinophilia repeatedly (6) .
Discussion
The term eosinophilic gastroenteritis is a misnomer, because the entire gastrointestinal tract may be involved (7), more frequently the stomach and proximal small bowel. Diagnosis has to be made by histology, and unspeci c gastrointestinal symptoms are the most common clinical picture. The Klein classi cation divides patient involvement into four types in accordance with the in ltration of different bowel layers: mucosal, muscular, subserosal or transmural disease. The demographic variables of these differ from others previously reported in our medium. All of our patients were women, with a mean age of 33.75 years. Three had colonic involvement; some authors describe this as more usual in women (8) . The pathogenesis of eosinophilic gastroenteritis remains poorly understood, being related to allergic conditions such as rhinitis, atopic dermatitis or asthma (9). We did not nd any of these entities, even though the patients were asked, but in three of them there was a pharmacological allergy (see Table I ).
Clinical onset was also atypical, as two of our cases had an acute abdomen, something uncommon and scarcely reported in the literature. Small-bowel obstruction is more frequent (9), but colonic obstruction has also been reported (9) and acute abdomen due to acute colitis without obstruction (10) .
Another of our patients presented with an isolated rectal involvement, quite rare in the absence of upper gastrointestinal tract eosinophilic in ltration (4). Diarrhoea and abdominal pain were symptoms more frequently referred, while rectal bleeding and eosinophilia appeared in half of them. As has been stated previously, eosinophilia is not a diagnostic criterion.
Treatment with steroids ended with a good response in all of our patients, though we had to stop in the case of one of them because depressive symptoms appeared. In this patient, azathioprine was proved, with similar doses than in in ammatory bowel disease, to maintain remission. To our knowledge there is no previous experience with this immunosuppressive agent, and we believe further studies should be carried out, as this agent could be useful when high steroid doses cannot be tapered. Of course, to ensure aetiopathogenic explanation for eosinophilic gastroenteritis would instruct about azathioprine's indication (11) .
The facts that render our recent experience exceptional are clinical variables that are completely different from what has been reported before: 1) Its onset was acute abdomen in two of our patients, and in one of them there was an isolated colonic involvement. 2) There was an absence of previous allergic conditions and a pharmacological allergy in three.
3) The management of acute abdomen was avoiding surgery with a complete response to steroids. 4) The possibility of a complete response to azathioprine that could be used in the event of adverse effects to steroids.
Eosinophilic gastroenteritis presents as a wide spectrum of clinical characters such that a high index of suspicion is needed for diagnosis, although histological con rmation is imperative. Our ndings widen the horizons of clinical pictures and treatment possibilities of eosinophilic gastroenteritis.
